AbstrAct Women with advanced breast cancer living in Nigeria face many obstacles and are very reliant on the support of faith communities, including parish nurses, who have a strong presence in Nigeria. Research with people with advanced cancer has shown the importance of hope as a source of strength and an important spiritual concept in their lives. Parish nursing focuses on the promotion of health within the context of the values, beliefs, and practices of the faith community. What distinguishes parish nursing care is the intentional integration of the body, mind, and spirit to create wholeness, health, and a sense of well-being even when the patient's illness is not curable. This specialty nursing practice holds that all persons are sacred and must be treated with respect and dignity. In line with these beliefs, the parish nurse serves her community with compassion, mercy, presence, and justice. Community-based research is needed to explore what hope means for women in Nigeria with advanced breast cancer, in order to build essential and innovative nursing knowledge and provide opportunities to identify meaningful interventions and ways the faith community can support these women, their families, and their communities.
mind, spirit, and the environment. Some of the strategies used for carrying out this goal are health education, health counselling, home visitation, integration of health and faith, advising referral, health advocacy, initiating support groups, and coordinating various groups within the faith community (Pappas-Rogich & King, 2013) . What distinguishes parish nursing from other nursing specialties is that parish nursing intentionally integrates body, mind, and spirit so as to create wholeness, health, and a sense of well-being even when the patient's illness is not cured (King, 2011) . The focus of parish nursing is to promote health in line with the values, beliefs, and practices of the faith community; "this specialty practice holds that all persons are sacred and must be treated with respect and dignity" (Pappas-Rogich & King, 2013, p. 228) . In line with these beliefs, the parish nurse serves, advocating with compassion, mercy, presence, and justice. Parish nursing assists and supports individuals, families, and communities in becoming more active partners in the stewardship of personal and communal health. Parish nursing has been described as holistic care (King, 2011) . Maitlen, Bockstahler and Belcher (2012) used a community-based participatory research method in parish nursing. Their findings indicate that the application of community-based participatory research principles helped the parish community to develop, implement, and evaluate effective community interventions within the faith based community. Following the same trend, faith-based, community-engaged researchers have a role to play in addressing the challenges of poverty and social stigma that affect the outcomes for women with advanced breast cancer in Nigeria.
Breast Cancer
Breast cancer is the most common cancer among women in developing countries and the second most common cancer globally (WHO, 2013a) . It was estimated that approximately two million new breast cancer cases were diagnosed in 2012. This number accounted for 25% of all cancers (Ferlay et al., 2015; WHO, 2016) . Predictions based on GLOBOCAN 2012 suggest that there will be an increase to 19.3 million new breast cancer cases per year by 2025. More than half of all cancer incidences (56.8%) and cancer-related deaths (64.9%) occurred in less developed regions of the world in 2012 (WHO, 2013b) . Across world regions, there is disparity and inequality in breast cancer incidence. The rate ranges from 27 per 100,000 in Middle African and Eastern Asia to 96 per 100,000 in Western Europe (Ferlay et al., 2015) . However, breast cancer mortality rates in these regions are almost identical at 15 per 100,000, which clearly indicate the fact of poorer outcomes in Middle Africa and Eastern Asia (Ferlay et al., 2015) . Breast cancer is the second cause of cancer-related deaths in developed countries (Ferlay et al., 2015) . It is the fifth cause of cancer-related deaths globally (WHO, 2016) .
Women in lower middle-income countries like Nigeria usually present with late or advanced stages of the disease (Cleary et al., 2013; Taib, Yip, & Low, 2014) . Advanced stages are described as stage 3 and stage 4 of the disease, when cancerous cells have spread to the lymph nodes and infiltrated other distant sites in the body (Willis, Lewis, Ng, & Wilson, 2015) . Some of the factors responsible for the late stage of disease at presentation are lack of breast cancer awareness programs, lack of breast health education programs, social barriers, misconceptions, and taboos about breast cancer treatment outcomes, fear of losing an employment, inadequate government support, lack of adequate infrastructure and resources for routine screening, lack of standardized treatment protocols and guidelines, poor follow-up, and lack of accurate data (Tfayli, Temraz, Abou Mrad, & Shamseddine, 2010) . Other factors that may be responsible for the increase in incidence rates are the adoption of Western lifestyles that tend to encourage and promote delaying childbearing, decreasing the number of children, reducing physical exercise, and changes in dietary habits (Porter 2008) . For instance, as more women enter the workforce, they tend to exert more control over their reproductive lives thereby delaying childbearing. Women also shorten the period of breastfeeding, and they give birth to a fewer number of children. With an improvement in nutrition, the age of menarche decreases while the age of menopause increases. These changes are some of the factors that are associated with the risk of developing breast cancer (Porter 2008; Yip & Taib, 2012) . Because of economic and resource constraints globally, the ability to improve early detection, diagnosis, and treatment of breast cancer is limited despite significant scientific advances (Anderson & Jakesz, 2008) . With an increase in life expectancy and reduction in mortality from infectious diseases, it is predicted that there most likely will be an increase in the incidence of breast cancer in lowmiddle-income countries (Igene, 2008; Youlden, Cramb, Yip, & Baade, 2014) .
In low middle-income countries like Nigeria, the poor prognosis of metastatic breast cancer is related to the stage of disease at presentation and the limited diagnostic and treatment capacities (Anderson et al., 2008) . For metastatic breast cancer, the cure is usually not a realistic treatment outcome (Rayson et al., 2011) . However, "site-specific interventions aimed at prolonging life, supportive care measures aimed at the treatment of side effects of therapy, both physical, psychological, and palliative care measures including pain management, psychosocial and spiritual issues, can enable patients to maintain a reasonable quality of life" (Cleary et al., 2013, p. 617) . Because of the available treatment options, palliative care in breast cancer is usually prolonged. This implies that suffering will be prolonged for women with advanced breast cancer because of inadequate infrastructure and resources (Yip & Taib, 2012) .
Findings from studies by Jedy-Agba et al. (2012) indicated that the most common cancer in women in Nigeria from 2009-2010 was breast cancer. In Nigeria, 70-79% of breast cancer patients still present with advanced disease (Adesunkanmi, Lawal, Adelusola, & Durosimi, 2006; Adisa et al., 2011; Jedy-Agba et al., 2012) . Advanced stages of disease can give rise to limited treatment options and poorer outcomes. Many factors are responsible for the advanced stage of disease presentation in Nigeria. Delays in the presentation may come from the patients; it may also come from the healthcare provider who may be responsible for delays in referrals and treatments (Adisa et al., 2011; Ezeome, 2010) . Many factors contribute to patient-related delays in Nigeria. It can be related to some factors ranging from lack of awareness about breast cancer, misconceptions about breast cancer and its treatment outcomes, prolonged denial by patients, patient's socioeconomic problems, readily available alternative treatment options such as herbal and spiritual remedies, and other sociocultural issues (Adesunkanmi et al., 2006; Adisa et al., 2011; Ibrahim & Oludara, 2012) . Another problem preventing early presentation of women with breast cancer is the fear of mastectomy (Ajekigbe, 1991) . Healthcare providerinduced delays may be a result of the lack of referral or delayed referrals, false reassurances by health personnel, and failure to obtain histology after biopsy (Ezeome, 2010; Ibrahim & Oludara, 2012) .
Experiences of Women Living with Advanced Breast Cancer
Diagnosis with advanced breast cancer can be a devastating experience, because it is often accompanied with experiences of severe physical, emotional, and psychological distress (McClement & Chochinov, 2008) . This is likely the case because the breast is a very significant organ in the body particularly because of its nurturing and aesthetic roles. Although hope has also been identified as helping individuals to cope during times of suffering and uncertainties such as in living with advanced breast cancer, and despite the fact that 70-79% of women in Nigeria living with breast cancer present with advanced stage of the disease, no literature was found to address the hope and coping experiences of this population. Therefore, the faithbased researcher has an essential role in exploring and understanding the hope experience of this population so as to make contributions in assisting these clients in living optimally despite their illness situation. However, there were findings from studies from some developing countries that can help the faith-based, community-engaged researcher to appreciate the experiences of women living with advanced breast cancer in Nigeria.
Findings from a qualitative study with eight Turkish women undergoing chemotherapy and radiation treatments as a result of breast cancer indicated that when women are diagnosed with advanced breast cancer, the diagnosis is usually accompanied by feelings and concerns for one's femininity, sexuality, appearance, capacity for nurturing, and motherhood, because of the crucial roles these aspects play in one's life (Cebeci, Yangın, & Tekeli, 2012) . The diagnosis was perceived as a threat to life and family-functioning, as a result of potential family role and responsibility redistribution. The participants also indicated that breast cancer treatments caused uncomfortable side effects such as fatigue, pain, nausea and vomiting, and hormonal changes. In another study using the phenomenological approach conducted with thirteen Iranian women living with advanced breast cancer, the findings showed that the diagnosis was accompanied by fear, feelings of loss, uncertainty, a need for support, and emotional dizziness. The study also indicated that the spouse's reaction to the physical defects arising from advanced breast cancer treatments could negatively affect a woman's self-esteem and confidence (Joulaee, Joolaee, Kadivar, & Hajibabaee, 2012) . Participants in another phenomenological study of the lived experiences of the spouses of women diagnosed with advanced breast cancer conducted by Sprung, Janotha, and Steckel (2011) described various emotional reactions to the diagnosis of advanced breast cancer at different stages of the illness trajectory. Some of the emotional reactions were: feeling overwhelmed, anxious, depressed, and angry. The diagnosis was also accompanied by feelings of a threat toward one's independence and the role of the strong one in the family. The participants reported using "spirituality, optimism, humor, self-care, wanting to maintain control, and a head-on approach to coping with the situation" (Sprung, Janotha, & Steckel, 2011, p. 622) . Women living with advanced breast cancer who participated in the Banning and Tanzeem (2013) qualitative study to explore the psychological impact of the diagnosis of advanced breast cancer narrated that they experienced devastating psychological outcomes due to the public perception that cancer is a communicable disease. They also stated that they experienced negative responses from their families, had uncomfortable treatment side effects, and fears of uncertainties related to recurrence and death. Some described that they had problems with marriage and breastfeeding their babies.
In another qualitative study conducted with a group of women living with advanced breast cancer in Zambia, the participants stated that the experience of having to live with advanced breast cancer changed their lives (Maree & Mulonda, 2015) . According to the participants, the diagnosis of advanced breast cancer added a new role of cancer patient that made it difficult for them to fulfill their roles as mothers and wives. Mastectomy that resulted in their living with altered bodies added to their emotional distress (Maree & Mulonda, 2015) . Participants also stated that some side effects of chemotherapy such as hair loss, fatigue, nausea and vomiting, oral mucositis, and anorexia affected them psychologically. Some participants in the same study stated that they "lost the support of family, friends, and the church due to stigmatization" (Maree & Mulonda, 2015, p. 28) .
A narrative interview with the aim of exploring women's meaningful perception, semantic understanding, and their experiences of breast cancer in a religious context was carried out by Sadati et al. (2015) . Eight women with advanced breast cancer who had had mastectomy were participants in the study. Findings from the study revealed two themes or trends associated with women who suffer from advanced breast cancer. The first was fatalism, while the second was hope and empowerment. Fatalism was a concept that was constructed immediately after the diagnosis of breast cancer. It pervaded the crisis time that started when a woman became aware of the problem (noticing a lump in the breast, breast pain, breast swelling, trying to understand the cause of these signs, and their implications). Fatalism was characterized by fragility, high anxiety, frustration, tiredness, and disintegration. Patients also exhibited sentiments regarding the concept of death, nature of life after death, guilt, comparing themselves with others who are healthy, helplessness, and questioning concerning the reasons why they got the illness. However, in a religious context, by using prayers, readings from the sacred scriptures, consultation with religious leaders, vows, and faith, fatalism took on a positive function of hope and empowerment (Sadati et al., 2015) . This hope and empowerment were dependent on the support networks of family, community, and personal attitude towards life and death, in accordance with their beliefs. It was characterized by harmony and coherence in all dimensions of human life and meaningful perception of life and death. In this context, patients defined a new relationship with their God and their beliefs by engaging in reflexivity. This reflexivity had three components: continual relationship with God as a supreme being, with self, and with others, and it assisted with coping with the new condition. This coping strategy opened up a new glow to a future filled with hope and happiness. The results of the study also pointed to the important role that religion and its context play in the health domain (Sadati et al., 2015) . Because of the significance and importance of the role of faith and the faith community in situations like this, the parish nurse is adequately and ideally positioned to study the hope experiences of women living with advanced breast cancer in Nigeria, a country where religion and parish nursing have a pivotal role in everyday life. Dufault and Martocchio (1985) defined hope as " a multi-dimensional dynamic life force characterized by a confident yet uncertain expectation of achieving a future good, which to the hoping person, is realistically possible and personally significant" (p. 380). Chi (2007) also defined hope as a "profound feature of human life that allows the living to keep on living and the dying to die more comfortably and with dignity" (p. 2). Folkman (2010) described hope as being a contextual and complex concept that waxes and wanes, as having a cognitive base that contains information and goals, as generating energy, as having a motivational quality, as having both negative and positive emotional tones due to the possibility that what is hoped for might not be realized, and as having basis in religion or spirituality whereby it can be seen as equivalent to faith. Dufault and Martocchio (1985) identified two categories of hope namely generalized hope and particular hope. Generalized hope was described as a feeling of general well-being. It is faith in the future that provides protection against despair and protects an individual by casting a positive glow on life. Generalized hope is influenced by personality disposition, a developmental history that entails coming through past stressful situations quite well. A particularized hope, on the other hand, is concerned with a particular object of hope such as hope for a cure, or hope for pain relief. It helps people to put their significant life issues in order of priority. This category of hope assists in restoring meaning to life, and it also encourages commitment to something that expands beyond here and now (Martocchio, 1985) . When particularized hope is threatened, a generalized hope can rescue the hopeful person. The two categories of hope share six components: affective, cognitive, behavioural, affiliative, temporal, and contextual (Dufault & Martocchio, 1985) . Folkman (2010) identified a third category of hope called "situational hope or goal-specific hope" which is obtained through "a process of revising goals by letting go of targets that are no longer tenable in identifying and obtaining meaningful and realistic goals that are adaptive for coping in the present situation" (p. 5). Such a situation can enable a person to have confidence that whatever he/she is going through presently can also be managed well (Folkman, 2010) . Goal-specific hope is influenced by some factors such as: "beliefs, personality disposition, previous experience with stress, meaning of what is currently at stake, what else is going on in the person's life, interactions with significant others, and the quality of patient-caregiver communications during the period" (p. 6). Hope is affected by factors such as family, friends (social support) and religious beliefs (Denewer, Farouk, Mostafa, & Elshamy, 2011) . From the perspectives of Chinese patients living with advanced cancer, hope consists of five components: "living a normal life, social support, actively letting go of control, reconciliation between life and death, and well-being of significant others" (Mok et al., 2010, p. 3) . Hope variables can be located along a continuum of hopelessness and hopefulness. Hope as defined by the participants in this study can be partly universal and it can also be partly cultural (Mok et al., 2010) .
Hope
Health and hope are closely and positively linked. Hope has also been identified as an important coping strategy for enhancing the quality of life in cancer patients (Herth, 2000) . Therefore, increasing hope is an important and a core value in healthcare (Nekolaichuk, Jevne, & Maguire, 1999) . Each person as part of being human, experiences hope. However, the nature of this experience is highly individualized. Therefore, healthcare professionals need to be able to capture the uniqueness of the experience in their clients (Nekolaichuk et al., 1999) . This is important because the level of distress experienced by women living with advanced breast cancer varies from woman to woman.
Antecedents to hope identified by Alidina and Tettero (2010) are "a stressful stimulus such as loss, suffering, uncertainty, connectedness with God, positive personal attributes…. a sense of meaning and optimism" (p. 3). Miller (2007) also identified the following antecedents of hope: "a pivotal life event, stressful stimuli such as loss, major decisions, hardship, suffering, uncertainty, philosophy of life that conveys a sense of meaningfulness, sense of optimism, and personal beliefs that growth results from struggle, and connectedness with God" (p. 3). Acknowledgement of threat according to Miller (2007) is a stimulus for hope and key to suffering. Individuals usually monitor themselves and the environment for signs that reinforce hope in the process of hoping. Such signs can come from supernatural signs, physiological signs, or the behaviours of supportive others. Threats to hope identified by Miller (2007) include: "pain, uncontrolled symptoms, spiritual distress, fatigue, anxiety, social isolation, loneliness, and perceptions of hopelessness from powerful others such as the health team and the family" (p.3). All persons need hope throughout the individual's life cycle (Miller, 2007) .
Hope and Advanced Breast Cancer
There is paucity of literature on the hope experiences of women living with advanced breast cancer in Nigeria. However, findings from Kashani et al. (2014) suggested that patients living with advanced breast cancer suffer from distress, stress, and anxiety during and after treatment. However, creating and promoting hope experience in the patients resulted in a reduction of distress, re-description of the future, having a meaningful life, increasing tranquility, and increasing energy levels. The findings from the study also indicated that hopeful people have more commitment towards their mental health, satisfaction with life, and higher adaptation. When confronted with adverse events, they seek several sources of support and therefore experience less mental suffering. In a qualitative research study conducted by Lee (2001) to assess the relationship between fatigue, hope, and psychological adjustment in 122 Korean women receiving chemotherapy and radiation therapy for advanced breast cancer, the findings from the study indicated that hope was a significant factor affecting adjustment in the population studied. Findings from Hasson-Ohayon, Goldzweig, Dorfman, and Uziely (2014) study of women with breast cancer and their spouses indicated that social support and hope were important contributors to the psychological well-being of the study participants. The study findings also showed that hope mediated the relationship between social support and depression. For the participants, hope was an inner resource. Higher levels of social support were associated with more hope, and this hope was associated with lower depressive symptoms. In another study conducted by Chen, Komaromy, and Valentine (2015) with older Chinese patients living with advanced cancer, hope was identified as a vital resource in helping the participants to cope with advanced cancer. The hope experiences of the participants were sustained through interpersonal connectedness and supportive relationships. Participants in Schapmire, Head, and Faul (2012) phenomenological exploratory study identified hope and encouragement from supportive and compassionate healthcare providers as helping them in their struggles with advanced cancer.
Participants in a qualitative study that explored the experiences of women living with advanced breast cancer have described hope as the heart of palliative care that can thrive during terminal illness even when no cure is possible (Maree & Mulonda, 2015) . Participants also narrated that they experienced various losses such as loss of femininity, physical strength, roles, and support that changed the lives they lived before becoming ill. They battled through the treatment such as chemotherapy, and they feared stigmatization, "yet receiving treatment and care brought hope" (Maree & Mulonda, 2015, p. 29) .
Hope and coping are interdependent particularly under conditions of a prolonged stressful situation such as living with advanced breast cancer (Folkman, 2010) . Knowing that one has a severe disease often changes how things have been for the patient, the patient's family and friends. This is particularly the case because the world they have known has changed. The future is suddenly filled with uncertainties about what lies ahead, and how it will affect the physical, psychological, and spiritual well-being of the patient and their significant others (Folkman, 2010) . When living with a stressful condition like advanced breast cancer, if the patient perceives a favourable outcome, the hope level will likely be high. However, if the patient sees that the result of his or her illness will be unfavourable, the hope level will be most likely to be low or even absent. In such situations, the patient initiates a reappraisal process of his or her personal strength, opportunities, and other benefits that can improve the perceived outcome. This process tends to give hope a stronger foothold within the individual's psychological circumstances (Folkman, 2010) . Kim et al. (2011) carried out a study to evaluate the relationship between hopefulness, and immune function in a group of women living with early stages of breast cancer. 196 Korean women diagnosed with breast cancer were participants in the study. Findings showed that hopeful attitude might be associated with strong cellular immunity in the population studied. Hopefulness was strongly associated with lower level of depression and a higher quality of life. The authors concluded the study by stating that hopefulness might be related to actual better clinical outcomes of breast cancer patients through strong cellular immunity enabling resistance to the adverse effects of the illness on the body.
Enhancing Hope
Hope has been viewed not only as a coping strategy for people living with advanced cancer but also as associated with dignity in dying patients (Alidina & Tettero, 2010) . It is a precondition for health, and it alleviates suffering in different forms. It is seen as nourishment for vitality, which is the core fabric of health (Lindholm, Holmberg, & Mäkelä, 2005) . For women struggling with advanced breast cancer, the major sources of hope are family, friends, healthcare providers, fellow workers, fellow patients, and others who share the same destiny (Lindholm et al., 2005) . The concept of faith was identified to be crucial to hoping in a group of terminally ill patients.
That is faith in God, belief in the afterlife, confidence in the family and friends, as well as trust in healthcare providers. Findings from Jafari et al. (2010) with 120 cancer patients revealed a significant relationship between spiritual well-being, hope, and life satisfaction. The results of the study suggested that more emphasis should be placed on spiritual, religious, and existential variables so as to enhance the psychological adaptation of cancer patients, thereby promoting their health level and life satisfaction. Empathetic and caring relationships with patients based on trust promote hope in the terminally ill (Herth, 2004) . The study by Herth (2004) also identified the uniqueness of faith for each person.
Herth (2000) identified some hope enhancing strategies that nurses can use while taking care of cancer patients. Some of those activities include: establishing a caring and supportive environment; encouraging patients to become aware of and express their fears, questions, expectations, and hopes; assisting patients to identify areas that promote hope as well as areas of threats to hope in their lives; helping patients to recognize the dialectic relationship between hope and hopelessness; assisting patients to acknowledge the interdependence of the influence of family and friends; supporting patients to identify the resources that are available in the community; encouraging activities that enable patients to reflect on the meaning and purpose of life, death, and suffering; encouraging activities that help patients to identify and appreciate their sources of strength; encouraging activities that are geared towards appreciation of the positive role of interaction with nature and positive memories; providing information that are geared towards increasing the patient's cognitive understanding of their illness, treatment options and control of symptoms; and light-heartedness. Other hope enhancing strategies identified in literature include: inviting and talking with patients about hope, telling stories about hope, listening and being willing to walk with patients through their pain and illness, maintaining a positive nurse-patient relationship, journeying with patients and building trust over time, providing honest and accurate information, controlling pain, being knowledgeable about patients cancer, answering their questions, using humour appropriately, value clarification, supporting their dignity, affirmation of their worth, and caring for the patients in a holistic way (Kylmä, Duggleby, Cooper, & Molander, 2009; Maree & Mulonda, 2015; McClement & Chochinov, 2008; Turner & Stokes, 2006) . Maree and Mulonda (2015) stressed that the understanding of hope in the caregivers' lives will help them to nourish, enhance, and sustain it in others. Turner and Stokes (2006) argued that the ways in which these strategies are used depend on the context. For example, those who work in acute care settings can facilitate and enhance hope in their patients by talking with them, using therapeutic touch, giving them encouragement, offering them choices, listening to them, and maintaining a positive attitude when providing care. While nurses working in long-term settings can facilitate and enhance hope in their patients by showing the patients: love, affection, empathy, Other ways in which nurses can enhance hope in their patients sharing pleasant memories, developing relationships of trust, and making connections that happen at the heart level.
Hope-shattering activities identified by McClement and Chochinov (2008) included: inadequate pain management, heightened anxiety, depression, ineffective coping, reduced quality of life, hopelessness, and poor communication with care providers. Other hope hindering activities identified in literature are: abandonment, loneliness, devaluation of personhood, uncontrollable pain, discomfort, treating patient in a disrespectful way, being unconcerned about patient's situation, giving discouraging facts without offering assistance or the way out. These hope-shattering activities should be avoided (Alidina & Tettero, 2010) .
Enhancing Hope in Patients Living with Advanced Breast Cancer through Parish Nursing
What makes the holistic approach to care of parish nursing different from other nursing specialties is the key application of spiritual care. Parish nursing activities closely attend to the inseparability of the physical, emotional, and spiritual health and well-being of their clients. The clients of the parish nurse can be individuals, families or groups within the faith community (Bergquist & King, 1994) . Those who engage the services of the parish nurse do so because they seem to have seen it as an extension of the church. Because the church is vital to their lives, they naturally accepted the parish nurse and the services provided (Scott & Summer, 1993) . In response to a research question on why clients choose the parish nurse for healthcare services, the participants responded that the care they received from the parish nurse was holistic that is physical, emotional, and spiritual. The respondents stressed that they appreciated the religious components to programs and healing services (King, 2011) . The ways in which the parish nurse makes the faith community to become a caring community are by mobilizing and working with church committees, pastors, and parishioner volunteers to assist faith community members in need (Bergquist & King, 1994) . Major parish nursing interventions are caring, support and social support. Caring which involves making oneself available to the client is of particular importance because it is an indication that the client is valuable (Bergquist & King, 1994) .
There should be cooperation between parish nursing activities and the local hospitals so as to create a link between them. Parish nurses are expected to "assist local church pastors in their hospital visitations, work with hospital chaplains, and interact with the hospital's social services or discharge planning department" (Nelson, 2000, p. 3 ). This will help in ensuring a smooth transition to the home setting. After assessing their clients, parish nurses can refer the clients to a pastor of client's choice for spiritual care and interventions (Fehring & Frenn, 1987) . They can also assist the client in seeing their condition from a religious perspective. Other ways of providing care include the use of prayer, the use of touch when it is appropriate, visiting homebound clients, making home visits with pastors, and teaching and encouraging family members to care for their family members at home (Fehring & Frenn, 1987) . Prayer and presence can enhance increased feelings of peace, hope, worth, self-esteem, strength, importance, and improved view of the purpose of life in the parish nurses' clients (Scott & Summer, 1993) .
In a qualitative study by Shores (2014) involving 35 faith community members, six clergy representatives, and 11 faith community nurses to identify the spiritual nursing interventions used in the local faith community nursing program, the participants identified the following interventions: Active listening, which entails the recognition of the client's verbal and nonverbal messages; coping enhancement, which requires helping the client in handling perceived stressors, changes, and threats that interfere with meeting roles and demands in life; dying care, which involves sitting with a dying person and his/her family, and promoting physical and psychological peace towards the end of life; forgiveness facilitation, which implies encouraging individuals to be willing to replace feelings of anger, annoyance, bitterness, envy, hostility, and resentment towards self, another person, and even a higher power with feelings of beneficence, understanding, empathy, compassion, generosity, and humility; grief work facilitation, which consists of the resolution of a significant loss. Shores also describes the need for family members to come together during important anniversaries to have a remembrance service. Other interventions that impact spiritual care includes: "anxiety reduction strategies, calming techniques, counselling services, crisis interventions, decision-making support, and emotional support" (Shores, 2014, p. 304) . The family is a very crucial resource in handling stress and crisis, particularly during times of illness like advanced breast cancer. The parish nurse can help families cope, remain supportive, and express their fears during times of distress arising from a loved one living with advanced breast cancer. The role of parish nursing is to practice, promote, and ensure that family members understand and adopt those strategies that will ensure adaptive coping. Such strategies are the ones that relieve acute anxiety, confusion, and hopelessness; strategies that enable alternative solutions to problems; strategies that lead to a new or larger repertoire of coping behaviours; and strategies that restore hope and a sense of the future (Dufault & Martocchio, 1985) . They can be invited to share insights into how well the family has coped with the difficult situation, and how they have been using available resources to accomplish the tasks that the family was unable to perform (Martocchio, 1985) .
The Role of the Faith-Based, Community-Engaged Researcher
In a country like Nigeria, where a high percentage of women present with an advanced stage of the disease, community-based research is needed to explore how these women cope with their illness experiences. Nigerians exhibit a high level of trust in their faith-based institutions. Therefore parish nursing represents a significant perspective that is valuable to many people in Nigeria. Specifically focusing on the concept of hope brings a practical and valuable psychological resource that is beneficial for individuals and families in the context of various illnesses such as advanced breast cancer (Duggleby et al., 2007; Duggleby, Williams & Wright, 2005; Martocchio, 1985; ) . However, according to Nekolaichuk et al. (1999) , the nature of the hope experience is invidualized within unique contexts. This implies that women living with advanced breast cancer will experience hope in unique and diverse ways. The faith informed, community-engaged researcher, through parish nursing activities, needs to capture the uniqueness of the experience of hope particularly in women living with advanced breast cancer in a country like Nigeria. This will enable the development and testing of individualized hope-enhancing strategies that will help their clients living with advanced breast cancer cope and find meaning in their illness situation.
Conclusion
Faith community nursing provides healthcare in a holistic manner to all clients. The clients of the parish nurse can be individuals, families, groups within the faith community, and the community as a whole. The services of the parish nurse are well accepted by members of the faith community. Diagnosis of advanced breast cancer can have both physical and emotional implications related to self-esteem, self-image, sexuality, femininity, reproductive health, and nurturing capacity. Any disease that threatens the breast will endanger a woman's sense of psychological well-being. This can be accompanied with pain, uneasiness, devastation, panic, anxiety, depression, hopelessness, fear of uncertainties, and being abandoned by loved ones.
Hope has been identified as a vital coping strategy for individuals experiencing difficult situations. It has been found to help individuals to adapt to illness, maintain a high level of wellbeing, avoid psychological hardships, and to cope with stressful, life threatening situations such as living with advanced breast cancer. Parish nurses have a strategic role to play in enhancing hope in their clients so as to help their clients to cope and find meaning in life. The provision of these activities by the parish nurse in a country like Nigeria, where healthcare infrastructure and resources are limited, will go a long way in seeing that women living with advanced breast cancer enjoy improved quality of life. Even if they have to die, the interventions of the faithbased community-engaged parish nurse will enable them to do so with dignity.
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